Quality of Life Scale, Brief version (WHOQOL-BREF) were used to diagnose depressive disorder, to measure severity of depressive illness and Quality of Life (QOL) respectively. Level of depression was compared with the QOL. Quality of life deteriorated in patients with depression. Presence and level of depression was compared in different age groups of depressed patients. The results showed that most of the depressed people (17) were found in the age group of 21-25 years and most of the patients were severely depressed which was thirty nine (39). The study revealed that young people were mostly depressed and their quality of life was decreasing. lt needs further study to explore more information about pattern of presentation of depression and its effect on the quality of life.
Introduction
Although Major Depressive Disorder (MDD) is associated with significant impairment in Health-Related Quality of Life (HRQOL), few studies have evaluated HRQOL dysfunction in multiple domains. 1 An important correlation of functioning is Quality of Life (QOL), which is typically defined as patients own assessment of how they feel about what they have, how they are functioning and their ability to derive pleasure from their activities. 2 Researchers in the University of Toronto defined Quality of Life (QOL) as "the degree to which a person enjoys the important possibilities of his or her life. 3 Major depressive disorder affecting all ages including the young adults demanding special attention towards the illness in context to management and productivity. 4 The prevalence of depression in Bangladesh is 6.4% and by 2020 it will be the 2 nd most disease burden worldwide. [5] [6] Therefore the significant deterioration of quality of life of Bangladeshi people having a profound effect on disease burden needs to be measured. So, on this background the current study was aimed to find out the presentation of depressive disorder in different age group and the quality of life among them.
Materials and methods
This was a descriptive cross-sectional study done from May, Table 2 showed the total number of patients was 65. In the age group below 20, minimal and mild depression was not present. There was 1 case with moderate depression and 3 cases with severe depression. The total number of patients were 17 and 9 patients were severely depressed. The number of minimally and moderately depressed patients was 2, 3 patients were moderately depressed and 10 had severe depression. ln the age group of 31-35 years, 1 had minimal and 1 had moderate depression and 5 were severely depressed. There were 4 patients in the 41-45 years age group, 1 was moderately depressed and 3 were severely depressed. 1 patient among 51-55 years age groups was severely depressed. 6 samples were found in the 56-60 years age group, 2 patients were mildly, 1 patient was moderately and 3 patients were severely depressed. From 61-65 years 4 patients were severely depressed. 1 patient was minimally and 2 were moderately depressed.
Discussion
To measure the quality of life of patients suffering from major depressive disorder a cross sectional study was done on 65 patients attending National Institute of Mental Health, Dhaka. Severity of major depressive disorder was measured by Beck Depression inventory 2 nd edition and World Health Organization Quality of Life (WHO-QOL) scale was used to measure the quality of life. [4] [5] Minimally depressed patients had a quality of life (WHO-QOL) which scored 70. Mild depression showed a score of 70.48, moderate depression showed 74.5 and severe major depressive disorder had a score of 79.6. In our study the QOL was proportional to the level of depression. QOL score increased as the depressive illness increased in severity. Similar studies suggested that even moderate level of major depressive disorder affected quality of life. 9 This study coincided with other studies that individuals with mild levels of depressive symptoms had worse functioning than individuals who reported no symptoms. 10 In a study abroad individual with moderate to severe symptoms had worse functioning than individuals who reported mild levels of depression. 11 There is disparity in findings in this study compared with others. However, as yet no population norms have been published as a reference point against which researchers can interpret their findings. This study provided preliminary population norms for this purpose, especially this was the very first attempt undertaken to compare QOL and the level of depression. Randomly sampled community residents from two studies were pooled and used to examine the properties of the WHOQOL-BREF by age group, gender and health status. The results showed that general norms for the WHOQOL-BREF domains were 73.5 (SD=18.1) for the physical health domain, 70.6 (14.0) for wellbeing, psychological 71.5 (18.2) for social relationships and 75.1 (13.0) for the environment domain. In general, scores declined slightly by age group. For females scores were stable across the lifespan with an accelerated decline after the age of 60 years. Males exhibited a more consistent and even decline across the lifespan. There were significant differences in WHOQOL-BREF scores when reported by health status, with those in poor health obtaining scores that were up to 50% lower than those in excellent health. Effect sizes between different health status levels were reported. 12 Here, preliminary norms and effect sizes may be used as reference points for interpreting WHOQOL-BREF scores. They provided additional information to the numerous studies already reporting on the validity of the WHOQOL-BREF. The scoring of the WHO-QOL has reciprocal relationship with the severity of depression. Usually the QOL decreases with the depression severity. 12 In this study, the scores of QOL increased with the severity of depression. This was due to the very characteristics of the patients interviewed who were mostly females from illiterate and low socio-economic group. These patients usually responded in affirmative in every question without understanding the questions clearly. Moreover, they usually thought it wise and less embarrassing to hide painful facts of their lives regarding emotion and sexual life. They would rather say things were "OK", giving unauthentic answers. In addition to that as depression increased in severity the patient would be more reluctant to understand and answer the question. This again made the scoring more difficult in severe depression. In spite of everything the scoring was done entirely depending on the patients self-rating answers. Very little researches were done on QOL of depressive patients and the effect of clinical depression on QOL. Therefore it was difficult to set a standard value on the relationship of BDI scoring and WHO-QOL scoring. Some study findings demonstrated a clear incremental worsening of functioning with increasing severity of depressive symptoms. 12 In another study similar results showed that chronic dysthymia was associated with poorer HRQOL. Quality of life also progressively decreased for major depressive disorder the high prevalence of disorder, 30% of individuals diagnosed with depressive illness experience a relapse within three months and in the absence of continued treatment, 50% of those with depression will experience another episode within two years. 13 Depressive illnesses have a substantially lower QOL than healthy subjects and QOL was severely affected by a number of life domains. 9 Measurements of quality of life were also done on other several diseases, for example breast cancer survivors colorectal cancer etc. where QOL was impaired.
14-17 In a study on breast cancer, most participants reported mild-tomoderate levels of fatigue and pain. It was found that 21% percent and 36% of patients might have had an anxiety and depressive disorder respectively. Significant correlations among the four symptoms supported the existence of the symptom cluster. The participants receiving chemotherapy with inadequate social support, experienced higher levels of symptoms and were more likely to have a poorer QOL. 14 Data also confirmed that QOL was markedly reduced in Chronic Idiopathic Urticaria (CIU) patients. Physical health and psychological health were found to be the areas QOL most affected in CIU patients. We also have found that CIU patients frequently suffered from depression and anxiety. 18 The severity of these parameters were found to be positively correlated with the extent of QOL decrease. QOL has been studied in different medical and psychiatric diseases like chronic renal failure, cancer, ICU patients. [15] [16] [17] [18] [19] [20] schizophrenia, 21 Obsessive compulsive disorder (OCD), 20 but no research compared level of depression with quality of life. Bulk of the patients (39) was severely depressed. Least number of patients (6) were minimally depressed. 1 2 patients were moderately and 8 were mildly depressed. Population at the earlier ages, which was from 18-20 years showed least appearances of depression. The greatest sample size represented age group of 21-25 years which were 17 subjects; the second larger populations diagnosed with major depressive disorder were 11 in the age group 26-30 years. Only 1 patient was found in 51-55 years group and the patient was severely depressed. Depression declined progressively over the years. These findings were consistent with the latest reports that depression affected all age group. The percentage of depression in general population was 4.6%. 5 This study was an alarming indication that depressive disorder an incapacitating disease affecting the most potentially productive age group which is 20-30 years. Most severely depressed 20 patients (10) were found in the age group 21-25 years. In a study, carried out in Bangladesh, it was found that major depressive disorder was most prevalent in 20-40 years of age group. 17 Depressive disorder can occur in any age group. 4 But it was most common in 20-40 years age group. 5 These statistics was alarming because people with the most potential and in the reproductive age group were being depressed. Moreover the level of depression was also more severe in this group. People in the older age group were also found, but they were less in proportion and severity, one reason for this was that they have fully developed defense mechanism and can handle their depression better with fewer reports to the clinician. Factors like academic stress, less job opportunity, unemployment, drug abuse, teenage marriage, inadequate scope for higher education, political violence etc. were contributing to the high prevalence of depression of young adults. Thirty-nine people, which were the majority of the sample, were severely depressed indicating unawareness of the general people of our country regarding depressive illness and its treatment. That was why they wait till the disease becomes too incapacitating, before reporting to the hospital. Depression is now the fourth leading cause of global disease burden and will be the second most global burden of disease in 2020 according to WHO reports. It is also the leading cause of disability worldwide.
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Conclusion
Quality of life is an important tool for assessing the effect of depression in functioning of the patients. This study will provide important guideline in approaching people suffering from major depressive disorder regarding age distribution and their qualityof life.
